The present report provides evidence that axons in the medial part of the posterior column at T1 0 convey ascending nociceptive signals from pelvic visceral organs. This evidence was obtained from human surgical case studies and histological verification of the lesion in one of these cases, along with neuroanatomical and neurophysiological findings in animal experiments. A restricted lesion in this area can virtually eliminate pelvic pain due to cancer. The results remain excellent even in cases in which somatic structures of the pelvic body wall are involved. Following this procedure, neurological testing reveals no additional neurological deficit. There is no analgesia to pinprick stimuli applied to the body surface, despite the relief of the visceral pain. Since it is reasonable to attribute the favorable results of limited midline myelotomies to the interruption ofaxons of visceral nociceptive projection neurons in the posterior column, we have performed experiments in rats to test this hypothesis. The results in rats indicate that the dorsal column does indeed include a nociceptive component that signals pelvic visceral pain. The pathway includes neurons of the postsynaptic dorsal column pathway at the L6-S 1 segmental level, axons of these neurons in the fasciculus gracilis, and neurons of the nucleus gracilis and the ventral posterolateral nucleus of the thalamus.
Introduction
The spinothalamic and accompanying ascending tracts in the anterolateral quadrant of the human spinal cord have been considered during most of this century to be the most important tracts for the transmission of signals to the brain that lead to the perception of pain (White and Sweet 1969; Vierck et al. 1986; Gybels and Sweet 1989) . The earliest effective surgical procedure introduced for pain relief was anterolateral cordotomy (Spiller and Martin 1912) . The best results from unilateral anterolateral cordotomy are when the pain is unilateral, especially when somatic structures are involved. A variety of surgical procedures have been used for the treatment of intractable pain due to cancer involving the pelvic viscera. Especially vexing is the pain associated with bilateral neoplastic involvement. Bilateral anterolateral cordotomies have been successfully performed for the relief of diffuse pelvic visceral cancer pain (Armour 1927; Mansuy et al. 1976 ; see reviews by White and Sweet 1969; Gybels and Sweet 1989) . However, significant complications can follow cordotomy, especially bilateral, including extremity paresis, bowel, bladder and sexual dysfunction, respiratory difficulty, hypotension, and occasionally dysesthesias due to development of a central pain state; furthermore, the mortality rate of the procedure is not negligible because of the typically debilitated state of the patients (Gybels and Sweet 1989). Commissural myelotomy was designed as a surgical technique to produce bilateral analgesia by interrupting the decussating axons of the spinothalamic tract by means of a longitudinal incision extending over several spinal segments (Armour 1927; Putnam 1934; Leriche 1936) . Complications of commissural myelotomy have been regarded as less severe than those of bilateral anterolateral cordotomy, but include a decrease in proprioception, incapacitating dysesthesias, transient paresis, bowel and bladder dysfunction, and occasionally death (Gybels and Sweet 1989) . Interestingly, the incisions used in the earliest operations were only about 2-3 mm deep and therefore might not always have reached the commissures (Mansuy et al. 1944; see Gybels and Sweet 1989) . Limited midline myelotomies were introduced by Hitchcock (1970 Hitchcock ( , 1972a , who made a small
